Introduction
Modern medical ethics promote patients' rights to be informed about their medical conditions and to participate in decision-making about tests, treatments or other procedures, including clinical trials. The provision of information and encouragement to participate in treatment Selection criteria Randomized and non-randomized controlled trials of the provision of taped recordings or written summaries of consultations to people with cancer and/or their families.
Main results Eight randomized controlled trials were found, all involving adult participants. No non-randomized controlled trials were found. The quality of the studies was generally poor. Between 83% and 96% of people who received recordings or summaries found them useful to remind them of what was said and/or to inform family members and friends about their illness and treatment. Of seven studies that assessed recall of information given during the consultation, four reported better recall among the groups that received recordings or summaries than among control groups. Receiving a recording or summary had no signi®cant eect on anxiety or depression between the groups. None of the included studies assessed survival or health outcomes other than psychological outcomes.
Conclusions Wider use of consultation tapes and summary letters could bene®t many adults with cancer, without causing additional anxiety or depression, but consideration should be given to individuals' circumstances and preferences. decisions raise particular issues for people with cancer due to its chronic and life-threatening nature, the fear that is widely associated with its diagnosis, the uncertainty of its prognosis and the severe side-eects of many treatments. 1 Improving information for patients is a key component of United Kingdom (UK) health policy. 2±4 Many, but not all, people with cancer and their families want and need more information than they usually receive in the course of their care. 5±7 They need dierent types of information at dierent times and for dierent purposes, but often feel unable to access information at appropriate times. 8 Many patients expect to be involved in care management decisions. 9±13 Eective patient-practitioner communication is central to patient participation in decision making.
However, people often ®nd it dicult to understand and remember information that they are given during consultations, especially if they are distressed.
14±18 They may be expected to understand a lot of complex information without any supporting frame of reference. 19 Other potential barriers to communication include limited access to cancer practitioners, poor communication skills, 20 poor health, lack of medical knowledge, lack of familiarity with terminology, brevity of the interview, learning dif®culties, cultural or language dierences, shock and anxiety, 21 denial, 22, 23 and an absence of any record for the patient to review. 24 We report on a systematic review of studies that have evaluated the provision of recordings or summaries of consultations to people with cancer. An extended version of the review is available in the Cochrane Library. 25 
Methods
The following databases were searched: MED- Search strategies were devised for each database. Bibliographies of identi®ed studies were also checked. There were no language restrictions. The full search strategies are available from the ®rst author.
Selection criteria
Randomized, or controlled trials of audiotapes, videotapes or written summaries of consultations provided to people with cancer and/or their families were eligible for inclusion. Two reviewers independently assessed the relevance of titles and abstracts retrieved from the searches and assessed the full reports of potentially relevant studies.
Quality assessment
The methodological quality of the included studies was assessed against six criteria associated with the power of the studies and the potential for bias to in¯uence results. These included the following: statistical power calculation, explanation of method of recruitment, method of randomization, consultant blinding, assessor blinding, and intention to treat. One aspect of ethical quality, participants' informed consent, was also assessed.
Data extraction and synthesis
Data relating to the interventions, participants, settings and study design were extracted onto a pro-forma. Outcomes data were grouped broadly into three eect types: information recall or understanding; experience of health care (including participation in subsequent consultations, complaints, etc.); and health and well-being. Data about participants' uses and opinions of their recordings and summaries were also extracted. Data were extracted independently by one reviewer and checked by at least one other reviewer. We tried unsuccessfully to contact the author of one included study for clari®cation. 26 A qualitative synthesis of the study ®ndings is presented, as studies were too heterogeneous to allow a statistical pooling.
Results
Approximately 3000 articles were identi®ed and 18 were considered in detail. Eight randomized controlled trials reported in nine published papers 26±34 met the inclusion criteria for this review (agreement among reviewers on the inclusion of articles was 100%). No non-randomised controlled trials were found. All included studies were single-centre trials. The total number of participants per study ranged from 34 to 182. Table 1 summarizes the quality of reporting of study methods against seven criteria. Table S2 summarizes the participants, interventions and results of the eight trials included in the review. The studies varied considerably in terms of the interventions studied, participants and outcomes assessed. The interventions included: providing a blank audiotape to people before they went into their consultation and encouraging them to ask the consultant to record the consultation; 28 oering or giving people an audiotape recording at the end of the consultation; 26,29±34 and posting people a written summary of the key points discussed in their consultation. 27, 34 The consultants in two studies used checklists to ensure that all standard information points were covered during the consultation. 27, 34 Four studies involved only one consultant 26, 27, 30, 34 and the same consultant was involved in three of these studies. Of the other studies, three involved two 28, 32, 33 and the other involved a team of ®ve consultants. 29, 31 Patients, as opposed to consultants, were the unit of randomization in all the studies.
Methodological quality
The participants in all studies were adults. They varied, however, in terms of the type of cancer they had, the length of time since diagnoses and whether they received`good news' or bad news' during their consultations. Table S3 summarizes participants' uses and opinions of the interventions. It was consistently reported that most people who received recordings or summaries of their consultations valued them. Across the seven studies that provided data, between 83% and 96% of people receiving tapes or letters said they had found them useful. Usefulness was de®ned in terms of providing a reminder of what was said in the consultation and/or to inform family members and friends about their cancer and its treatment. One study found that people who received bad news found a summary letter signi®cantly more useful than 
Uses and opinions of the interventions
people who received good news. 27 Another study reported that the more anxious the patient and the worse they considered the news, the less they liked receiving a reminder of the consultation. 34 
Information recall and understanding
Of seven studies that assessed recall of information given during the consultation, four reported better recall among the groups that received personalized recordings or summaries than among comparison groups. 26, 27, 29, 31, 32 Two studies found no signi®cant dierences between the groups. 30, 34 One study found that participants in the control group recalled a greater percentage of presented facts than did those in the intervention groups. 33 However, the same study found that people in the control group were presented with fewer facts of interest.
Experience of health care
Of four studies that assessed participants' satisfaction, two found that those who received a recording or summary were more satis®ed with the amount of information they were given than were those in the control group. 26, 27 Participants in the study that compared a tape with a letter were more satis®ed with the tape than with the letter for reminding them of what the doctor had said. 34 One study found no dierences in satisfaction between the tape and control groups. 33 Two studies assessed the eect of the intervention on levels of patient participation in a subsequent consultation. One study found that a signi®cantly higher proportion of participants in the intervention group assumed a more active role in treatment decision-making than did participants in the control group. 28 Owing to the complex intervention, however, it is not possible to attribute this behaviour to the audiotape alone. In the other study, more participants in the intervention group asked for clari®cation of speci®c details during their second consultation than did participants in the control group. 29, 31 Also, more participants in the control group requested information already supplied to them in their ®rst consultation than did participants in the intervention group.
None of the studies reported any complaints or litigation relating to either the intervention(s) or the health professional's behaviour during the consultation.
Health and well-being
Six studies assessed anxiety and/or depression. 26 ,28±32,34 None of them found any statistically signi®cant dierences between the groups that received and did not receive recordings or summaries of their consultations. One study, however, did ®nd mixed results among participants in the intervention group, as psychiatric morbidity increased signi®cantly at follow-up in those with a poor prognosis compared with those with a better prognosis. 29, 31 None of the included studies assessed survival or health outcomes other than psychological outcomes.
Discussion
Potential bene®ts of improved communication include increases in patient satisfaction, 35 psychological adjustment and coping, reduction in distress 36 and greater concordance in treatment decision-making and improved response to treatment. 37 Various strategies/interventions to improve the extent to which patients' information needs are met have been tested. These include telephone-based information and advice lines, 38±40 and printed and audiovisual information materials. 41, 42 The provision of audiotapes or written summaries of consultations has also been tested using dierent study designs and with varying results. A recent review concluded that the majority of participants bene®ted from receiving audiotapes, although the ecacy and utility of consultation audiotapes for cancer patients required further examination. 43 However, the review failed to identify a number of published studies, including two randomized controlled trials. In addition, it failed to assess the methodological quality of the reported studies.
Main results
The evidence from the studies included in this systematic review suggests that giving a tape or written summary of a consultation to people with cancer can signi®cantly increase their information recall and understanding and their satisfaction with the information given. There is no clear evidence that these interventions aect psychological health. There is some evidence to suggest that the provision of consultation recordings or summaries might enhance patients' participation in subsequent consultations and in decisions about their care.
The studies suggest that most cancer patients positively value a record of their consultation (Table S3) .
Study validity
The included trials represent the best available evidence for evaluating the eectiveness of these interventions, although the overall quality was poor. The checklist of methodological quality (Table 1) shows that most studies were open to several common threats to validity (although it was sometimes hard to determine if poor research design or poor reporting was the problem). Only one study reported a power calculation to determine the sample required to detect an eect size at a given probability level. Explanation of recruitment and randomization are important to assess the threat of selection bias. Five studies explained either the method of recruitment or randomization, and three explained both, so there were potential problems with selection bias. Four studies blinded consultants to patients' allocation (with some interventions this would not be possible) and none reported blinding outcome assessors. Two studies used an intention to treat approach to analysis to guard against type I error. Hence, most of the studies show serious potential threats to validity and their results should be viewed cautiously.
These information-giving interventions are very context speci®c and arguably remain relevant for a relatively short period of time (at the next consultation, it is likely that dierent information will be provided and dierent issues discussed). Further research is needed to study the eects of recordings at dierent key phases of care, including diagnosis, treatment, cessation of treatment, relapse and advanced stages. Further research is also needed to study the eects of providing recordings or summaries of a series of consultations to assess cumulative eects on the consultation process and outcomes.
Applicability
Regarding the applicability of the studies, the eectiveness of recordings or summaries of consultations may depend in part on the content of the consultation and the way it was conducted. Most of the trials identi®ed involved only one or two consultants who probably had a particular interest in communication issues. While it is quite appropriate to enlist a good communicator to test the basic ecacy of recordings and summaries of consultations, trials involving a wider range of consultants or dierent health professionals are needed to assess the eectiveness of these interventions in routine practice.
All the studies were done in Australia, North America and the UK, where disclosure of information appears to be generally favoured by health practitioners and consumers. It may not be appropriate to generalize their ®ndings to other cultures with dierent values and attitudes regarding disclosure of a cancer diagnosis.
The consultation process and content may be aected by participants' awareness that they are being recorded. This might lead consultants to adopt a more planned approach to exchanging information with patients, which could help to ensure that at least a minimum amount of information/discussion concerning their disease, prognosis, tests and treatment is oered. It could also help to ensure that adequate time is allowed for the consultation and that it is conducted in an appropriate environment.
The value of recordings is likely to be linked to the quality of consultation recorded, although this relationship remains to be explored. It is conceivable, for instance, that recordings of poorly conducted consultations may still be useful to recipients to help them to clarify causes of dissatisfaction or unmet needs.
Appropriateness of measured outcomes
As with many communication interventions, providing recordings or summaries of consultations to people with cancer might impact on a variety of processes and outcomes that can be measured and valued in dierent ways. 44 There have been no randomized clinical trials assessing the eects of these interventions on survival, physical health status or general quality of life of people with cancer. Most of the studies that have evaluated the provision of recordings or summaries of consultations have investigated the eects of the interventions on psychological outcomes. This may re¯ect the fact that health professionals traditionally assumed that information about health problems and treatments causes anxiety and that anxiety is a bad thing. 45 The studies reviewed here provide some evidence that recordings and summaries of consultations do not exacerbate anxiety except, perhaps, among people with poor prognoses.
Implications for research
More research is needed to assess the eectiveness of consultation recordings and summaries in a wider range of cancer treatment settings involving a range of health professionals. Further research is also needed to study the eects of recordings at dierent phases of care and the eects of providing recordings or summaries of a series of consultations.
More research is needed to determine which people are more or less likely to bene®t from this type of intervention in order to maximize bene®ts and minimize harm. Further and more detailed research is needed to understand the bene®ts that participants might experience from listening to a consultation tape or reading a summary letter. Bene®ts, such as relief from the burden of explaining their illness to family, friends and others, could usefully be explored. Other important bene®ts, such as feelings of reassurance and support, could be examined. More research is also needed into the relationship between patients' expectations and the value they place on information given. It is plausible that each person may have an individual`threshold' beyond which further information would yield diminishing`added value'.
The costs of the interventions also need to be considered. None of the reviewed studies contained economic evaluations, although one study 32 reported that audiotaping consultations was cheap and easy.
None of the studies reported any problems with complaints or litigation arising from the use of the interventions, although most studies had only short follow-up periods. Two surveys carried out in Australia have suggested that neither doctors nor their defence organisations were concerned about the legal consequences of giving people recordings or summaries of their consultations. 34, 46 The possible legal consequences of using these interventions in other countries are not clear.
Conclusions
Although many doctors remain opposed to oering patients personalized information aids, practices and perspectives are changing. 47 On balance, the available research evidence suggests that the provision of recordings or summaries of key consultations would bene®t most adults with cancer without causing any additional anxiety or depression. Although there is scope for further research to improve our understanding of the eects of giving people records of their consultations, health professionals might want to consider routinely oering people tape recordings or written summaries of their consultations. Decisions about who should be given the interventions should take into account people's medical condition (especially their prognosis), the support they have available, and their expressed preferences for a record of what has been said. If`bad news' has been delivered, other interventions such as follow-up counselling may be more appropriate. As for any healthcare intervention, consent should be obtained before the recording or summary is provided. Recordings should be given in the context of an integrated patient information service that allows patients and family members to follow-up any additional information needs arising from them.
